ABSTRACT This paper examines the association between cultural capital and self-rated psychosocial health among poor, ever-married Lebanese women living in an urban context. Both self-rated general and mental health status were assessed using data from a cross-sectional survey of 1,869 women conducted in 2003. Associations between selfrated general and mental health status and cultural capital were obtained using c 2 tests and odds ratios from binary logistic regression models. Cultural capital had significant associations with self-perceived general and mental health status net of the effects of social capital, SES, demographics, community and health risk factors. For example, the odds ratios for poor general and mental health associated with low cultural capital were 4.5 (CI: 2.95-6.95) and 2.9 (CI: 2.09-4.05), respectively, as compared to participants with high cultural capital. As expected, health risk factors were significantly associated with both measures of health status. However, demographic and community variables were associated with general health but not with mental health status. The findings pertaining to social capital and measures of SES were mixed. Cultural capital was a powerful and significant predictor of self-perceived general and mental health among women living in poor urban communities.
INTRODUCTION
The literature on inequalities in health by socio-economic status is vast and growing. Most of the available evidence concerns the impact of income inequality and poverty on various measures of health outcomes across and within countries. [1] [2] [3] [4] More recently, attention has shifted toward assessing the relative merit of social capital and related constructs such as social cohesion and social networks in predicting mortality and morbidity differentials net of income inequality and material deprivation. [5] [6] [7] [8] [9] The precise mechanisms relating income, social capital and health outcomes remain elusive, though an emerging perspective conceives of both income and social capital inequalities as features of social hierarchies that engender various negative psycho-social and health consequences. For one thing, disparities in income at the societal level tend to be associated with Fdisinvestments_ in human capital, health services and other factors related to health. Studies in non-human primates as well as human populations have shown that inferior social position and social isolation can cause stresses that result in deleterious health effects. [11] [12] [13] Despite these important findings, however, little attention has been given to the role of cultural capital in the production of social status, social hierarchies and health outcomes. The concept of cultural capital originates out of Bourdieu's 14, 15 observation in the 1960s that cultural practices such as museum attendance and educational achievements in France were highly associated with education and cultivated taste rather than income. This observation led Bourdieu to apply the term Fcapital_ to non-economic assets such as cultural and social practices. In his work, Distinction, where he elaborated the concept most fully, Bourdieu defined cultural capital as a form of knowledge, a cognitive acquisition of artistic knowledge and talent that equips the person with empathy for and aesthetic appreciation of cultural artifacts. 16 The concept has been widely recognized in the social sciences and has had the most impact in the subfields of education and sociology, enabling researchers to view culture as a resource. 17 Although there is disagreement on how best to measure the concept, most social analysts defined cultural capital in terms of aesthetic pursuits and attitudes. In one of the earlier empirical studies, DiMaggio 18, 19 conceived of the concept as consisting of three dimensions: (1) attitudes towards art, music and literature; (2) activities, including the creation of artifacts, attending art events, and reading; and (3) information, including knowledge about music, literature and art. Following previous research, we conceive of cultural capital as the production or consumption (or use) of cultural artefacts and aesthetics-visual and performing art, music, and literature.
Thus, the concept of cultural capital is conceptually distinct from the more widely known but contested concept of social capital. The latter refers to social resources, including networking and social support, and associated norms of trust and reciprocity. 5, 8 Nor is the concept of cultural capital synonymous with the overarching concept of Fculture_. While the latter refers to general norms and ethos prevailing in a given society, cultural capital refers to concrete practices and assets that are acquired, enabling people Bto generate relations of distinction which are instituted as social or status hierarchies.^2 0 According to Bourdieu, 21 cultural capital plays a significant role in stratifying people by creating a Bmarket of symbolic goods.[ Taste, language, music and other forms of cultural goods are conceived of as commodities that may be used for commercial purposes and personal gain, much as other forms of material and social capital. 22 Though cultural capital may be discreetly and even subconsciously used, it can play a powerful role in securing knowledge, tastes, and sensibilities for individuals who in turn may translate these characteristics into competitive advantage among peers for Bdistinction^and position within their particular social structures. 16 If it is true that cultural capital has comparable qualities to other forms of capital, then it may also be true that accumulation of such capital leads to improved health outcomes.
To date, a number of studies have investigated the impact of leisure time activities and general participation in the arts on various health outcomes, including survival, [23] [24] [25] self-rated health, 26 and other bio-medical effects. 27 Using observational data from a cohort of Swedish adults, a group of researchers constructed three cultural indexes (cultural attendance index, reading books or periodicals, and music/choir index) to assess their associations with survival. 23 They found a significant influence on mortality in people who rarely attended cultural events compared to those who attended most often. In subsequent studies, 25, 26 using the same data but different measures of cultural participation, they found higher mortality risks for those who lacked Fany leisure time activity_ or rarely attended cinemas and concerts, art exhibitions and museums than those culturally active, controlling for several socio-economic and health risk factors. In another study, a cultural attendance index measuring frequency of attending five cultural events in two occasions over a 12-month period was used to investigate associations with self-rated health. 27 The full model in this study showed that those who were culturally less active between the first and second occasion, or those who were culturally inactive on both occasions, ran a 65% excess risk of impaired perceived health compared with those who were culturally active on both occasions. The same group of investigators conducted a randomized controlled study on 21 participants chosen randomly from the city of Umea, Sweden, to evaluate the impact of both attending cultural events and physical exercise on a range of biomedical effects such as blood pressure, hormone levels, and infections over a twomonth period. 28 They observed a decrease in the level of both adrenocorticotropical hormone and S-Prolactin (but not other effects) in culturally stimulated subjects compared to the control group, concluding that cultural involvement may have specific effects on health outcomes. In a prospective cohort study of older adults in the U.S., Glass and colleagues 24 found that social (including leisure) and productive activities were as effective as fitness activities in lowering the risk of death.
However, these few studies were conducted in Western, and particularly Scandinavian, contexts to assess the independent effect of art stimulation on health, controlling for bio-medical factors. To our knowledge, no study has been undertaken to investigate the association between health status and cultural capital conceptualized as a fundamental dimension of social status within a social epidemiological perspective, incorporating both income and social capital factors.
This study contributes to the discussion on women's health status in poor urban communities by introducing a new concept that has not been previously examined in the urban health literature: cultural capital. The study then attempts to answer three interrelated questions. First, does cultural capital predict individual-level morbidity as measured by the physical and mental health status of women? Second, does the association between levels of household income on the one hand and physical and mental health status on the other weaken after control is made for cultural and social capital? Third, are the effects of income, social capital and cultural capital similar for self-rated general and mental health outcomes? These questions were examined using household survey data from a representative sample of ever-married women living in impoverished communities in the metropolitan area of Beirut, the capital city of Lebanon. The data set is unique in that it includes detailed questions on cultural participation in the arts and related activities as well as a wide range of relevant demographic, socio-economic and health items.
DATA AND METHODS

Data
In 2003 trained female interviewers collected data from ever-married women age 15-59 years residing in three communities in Greater Beirut, Lebanon. The communities-Naba'a, Hey el Sollom, and Burj el Barajneh refugee camp-were chosen purposefully on practical and substantive grounds such as overall poverty conditions, lack of infrastructure, presence of rural immigrants or displaced populations, ease of sampling and household listing, and proximity to Beirut proper. Although the three communities share common socio-economic features, such as economic hardship and low income, they differ in their ethnic and religious make up. For example, while Naba'a and Hey el Sollom house a predominantly Lebanese population, Burj el Barajneh consists of mostly Palestinian refugees. Also, Naba'a is 80% Christian, while nearly all the inhabitants of the Hey el Sollom and Burj el Baranjeh communities are Muslim. Of the three communities, Burj el Barajneh is the most disadvantaged in terms of income and other dimensions of living conditions, since Palestinian refugees are a Fsocially excluded_ group in Lebanon, with no official access to public services or the formal labor market.
A representative sample of 1,869 women was selected after stratification by community. The data were collected in two stages. First, 2,797 households were selected from a detailed sampling frame constructed specifically for this study and successfully interviewed in the spring of 2002. At this stage, all household level data (e.g., income) were collected by face-to-face interviews with a proxy respondent. Second, all ever married women aged 15-59 years at the time of the survey were selected from all the sampled households and interviewed in the spring of 2003 to obtain subjective and women-specific data from respondents directly. In each stage, a separate instrument was used. All the data used here, except household income and education, were obtained from the individual ever-married women questionnaire. The overall response rates were 88.3 and 77.8% for the household and women questionnaires, respectively.
Measures
Two dependent variables of psychosocial health were used in this study: selfperceived general health and mental health. Self-perceived health was measured by a direct and widely used question on self-rated health: BWould you say that in general your health is very good, good, fair, bad, or very bad?^This item was coded into a binary measure (1 = very bad or bad; 0 = very good, good, or fair). Mental health was assessed in this study by the GHQ 12-items screening instrument. 29 The items were dichotomized (1 = yes, 0 = no) and summed, yielding a scale ranging from 0 to 12. A score of four or greater was used to indicate poor mental health. 30, 31 Our main independent variable was an index of cultural capital. Given the multidimensionality of this concept, we used several indicators to tap it. The instruments included 13 questions about participation in cultural activities including reading (books, poetry, plays or newspapers); watching television (drama or comedy, dance, cultural or news programs); playing a musical instrument; participating in a musical, play or dance; attending the movies, an exhibit, or a public speech; making crafts (e.g., sculpture, painting); or volunteering for a cultural organization. There were nine dichotomous questions in which one point was given for participation and zero points for no participation. In the case of television watching, respondents were given two, one, and zero points for watching always, sometimes, or never, respectively. Given the binary or otherwise categorical nature of these items, we choose not to use a factor analytic technique (e.g., principal component analysis) to create one or several indexes of cultural capital. Instead, a simple index was calculated by summing all 13 scores, and individuals were then categorized as having high cultural capital (n = 301), medium cultural capital (n = 1,197), or low cultural capital (n = 371). The categorization was done by dividing the observations into quartiles, but there was essentially no difference in the second and third quartiles in relation to the outcome variables, and they were therefore lumped together into one category, medium social capital. Measured this way, the cultural capital index indicates the extent of participation in recreational activities and in the arts.
Two conventional indicators measured social capital: membership in a club or association (yes/no) and whether the woman reported having received help from others over the past month (yes/no). Thus, we treat social capital as an individual attribute following the tradition of Coleman 32 and Bourdieu 33 not as an aggregate good as in Putnam. 34 Demographic and socio-economic status control variables included age (15-29, 30-44, 45-59) , marital status (currently vs. previously married), education completed (none, elementary, intermediate), and levels of household income (in quartiles) adjusted for household size using the Organization for Economic Cooperation and Development (OECD) equivalent scale. 35 In addition, three health-related risk factors were used: suffering from chronic health problems (yes/no), reporting of health problems within the past two months (yes/ no) and current smoking status (yes/no). Finally, the model included a control for the particular social context impacting health, indexed by community. Analysis Stata 8.0 for MS Windows 36 was used in the analysis, with a minimum level of statistical significance set at 0.05. Univariate descriptive statistics for the variables included in our sample were first calculated, followed by bivariate analysis using c 2 tests to examine the association between morbidity and all the independent variables. Unadjusted odds ratios and associated 95% confidence levels were calculated from binomial logistic regressions for the associations between health status and each independent variable. We then used binomial logistic regression models to assess the associations between morbidity and cultural capital, controlling for social capital, SES and other relevant demographic and health-risk factors. Since our aim was not to arrive at a correct (reduced) model of risk factors for self-rated health status but rather to adjust for all potentially important confounders, we retained all variables in the final model even if bivariate analysis did not suggest significance. Table 1 presents the characteristics of the sample and the percentages of women reporting poor general health and poor mental health. The majority (64%) of the sampled women had a medium level of cultural capital, with the rest divided between low (16.6%) and high (19.9%) levels of cultural capital. Social capital was generally low among this group of women, with only about 5.6% belonging to a group and approximately 22.6% engaged in social support with others. The women were generally poor, with 27% reporting a total yearly income of 800,000 LL (U.S. $ 517) per equivalent adult. The majority (67.8%) of women completed elementary (6 years of schooling) education, 19.9% completed intermediate education, and 12.4% had less than 6 years of schooling. Over half (51%) of the women had health problems in the past two months, 31% had a chronic health problem, and 41% reported smoking cigarettes or argyle (water pipe) regularly. Half of the women were in their prime reproductive age 30-44, and the rest were divided equally between the 15-29 and 45-59 age groups. The vast majority (90.5%) of women were married. Hey el Sollom had a smaller proportion (27.6%) of the total sample compared to either Naba'a (36.2%) or Burj camp (36.2%).
FINDINGS
Overall, 23.9% of women reported their general health as being poor, with essentially no differences between the more economically disadvantaged communi- Cultural capital, group membership and social support were negatively associated with both poor general and mental health. Measure of SES, income and education were associated with psychosocial health, but the income gradient was not evident for general health in this population. Presence of a chronic health problem, health problems in the past two months, smoking, age, and marital status were all significantly associated with poor general and mental health. All unadjusted odds ratios for independent variables using binary logistic regression models for poor general and mental health ( Table 2 ) indicate modest associations with cultural capital. Women with low cultural capital were 4.5 (CI: 2.95-6.95) times more likely to report poor general health, and 2.9 (CI: 2.09-4.05) times more likely to report poor mental health, compared to women with high cultural capital. Multiple logistic regression models were carried out to uncover the relative effects of cultural capital after adjusting for relevant demographic, SES and health risk factors. Results from the two models in Table 2 The patterns of association between risk factors and mental health varied slightly from that of general health for this group of women. As shown in Table 2 , poor mental health status was significantly and consistently associated with low income (for 801-1,500 LL OR = 1.35, CI: 1.00-1.83; for G800 LL OR = 1.78, CI: 1.29-2.45), chronic health problems (OR = 1.41, CI: 1.13-1.77), health problems in last two months (OR = 1.82, CI: 1.48-2.24), smoking (OR = 1.38, CI: 1.12-1.69), and no education (OR = 1.66, CI:1.13-2.46). Social capital variables, age, marital status, and community had no significant associations with poor mental health nor did Fmedium_ levels of income or education.
DISCUSSION
This study reports on the association between cultural participation and self-rated general and mental health among poor ever-married women in the Greater Beirut area. Although Fcultural practices_ and the arts have been identified as important components of the urban social environment impacting health and well-being, 37, 38 no study has investigated such links. To our knowledge, this is the first study of cultural capital and health in the Middle East or elsewhere and the first of its kind to focus on low-income women in urban environments specifically.
The findings of this study showed marked associations between self-rated general health as well as mental health outcomes and cultural involvement among this group of women. The associations remained significant and relatively high even after adjusting for income and other relevant risk factors, including commonly used social capital indicators such as group membership and social support. This observation should be underscored because it indicates a possible independent or otherwise additive effect of cultural activities on health status even after taking into account engagement in other social activities.
The associations between cultural capital and both general and mental health status were fairly similar. Women with low cultural capital were 2.8 and 2.4 times more likely to be in poor health status and mentally distressed, respectively, than those with high cultural capital, adjusting for other demographic, socio-economic and health risk factors. Furthermore, a gradient in these associations was evident, and those women with medium levels of cultural capital had corresponding adjusted odds ratios of 1.7 for each outcome. Remarkably, these adjusted odds ratios were the highest reported among the risk factors included in the model for mental health outcome and the second highest among the factors included in the model for self-reported general health outcome. Hence, involvement in cultural activities may have greater health consequences than reported income in the context of generally poor neighborhoods.
However, in our context, income was significantly associated with only mental health status and not with general health status of women. On the other hand, social support was associated with general health status but not with mental health status in our study. Interactions between these variables and the contextual effect as indexed by community were assessed but none was statistically significant. One explanation of these findings may be that income and social capital as different dimensions of capital operate differently in impoverished context than general, more socio-economically heterogeneous, populations. For example, the variance in income levels in our sample is relatively small, reflecting the weak association with general health status. As for the association between social support and mental health, the study included only instrumental help to measure social support when emotional or Fcognitive_ support may be more relevant to mental health status.
Furthermore, the lack of significant association between group membership and either general or mental health status may reflect the peculiarity of this urban and largely patriarchal context where civic engagement activities are rather rare, especially among women. More research is needed to tease out the different ways in which cultural capital and other forms of social engagement, such as membership in social groups, operate in our context as well as other similar urban environments.
Our findings confirm previous research done in this area that also found independent effects of cultural participation on health outcomes even when taking SES and social networks into consideration. [23] [24] [25] [26] [27] [28] 39 In a number of papers based on observational studies of Swedish adults, a similar cultural attendance index and specific variables measuring cultural attendance were significantly associated with survival 23, 25, 26 and self-rated health. 28 A randomized controlled study found associations between attending cultural events and changes in blood pressure and hormone levels. 28 Although less comparable, a study on U.S. older adults found associations between engagement in social activities and survival, adjusting for a host of health and socio-economic risk factors. 24 Our findings were also comparable to previous studies showing associations between age, education, smoking, chronic health problems and self-rated health. Unlike all previous studies, our findings did not show a significant effect of income on self-assessed health status.
A range of mechanisms may be attributed to this association that involve the possibility of certain intermediary emotive states during culturally oriented activities, [40] [41] [42] [43] neuroimmunological explanations of brain signals that trigger or significantly alter critical hormone levels, [44] [45] [46] or other positive psychosomatic responses to the experience of cultural immersion. 47, 48 Although research in this area is nascent, a growing body of literature is confirming the healing potential of creative, arousing, emotionally or intellectually engaging activities. [49] [50] [51] It may be that cultural events produce a more stimulating environment for individuals than social activities alone. This in turn may have great benefits to a person's psychological and physiological well-being.
Cultural capital could also be conceived of as a main dimension of social stratification, much like income, in that it produces and reproduces material security and hence social hierarchies. 16, 52 Following Bourdieu's study of the links between taste and social class in France, 16 social scientists investigated the impact of cultural capital on a host of outcomes, including educational enrollment and school success, [53] [54] [55] residential mobility, 56 and economic development. 57 Underlying these studies is the notion that cultural capital serves to function as a marker of group inclusion and exclusion, and hence a fundamental parameter of social stratification. Cultural capital, much like economic and social capital, is fungible, 33 and some can invest in symbolic and cultural goods (including language and artistic taste) for maintaining and accumulating economic gains. In other words, cultural capital is an important feature of socioeconomic status and social hierarchy. Wilkinson 58 argued that equality and better health are associated because the former leads to improvement in social cohesion, security and high self-esteem. Experimental evidence shows that social hierarchy can be associated with chronic stress, aggression, and coronary artery atherosclerosis. 59 Here, we argue that rather than income, or other associated material markers, or social capital factor, cultural capital was associated with health status and possibly observed mortality because it reflected social hierarchy in this impoverished urban context. Thus, the second mechanism proposed here is consistent with Wilkinson's 10 argument concerning the links between income inequality, social capital and health outcomes.
Although our study was primarily a health survey, it included questions on income and social capital as well as a wide range of cultural capital items on relatively disadvantaged women, and this was perhaps its main strength. It was also based on a large population-based sample survey. Still, however, our study had several limitations. First, cultural capital is a complex concept that encompasses many dimensions. 33, 60, 61 Although the instrument included a detailed set of cultural activities (of consumption and production types), prevalence was generally low along virtually all of the activities, preventing us from undertaking any detailed analysis between specific forms of cultural activities and health status. The cultural items in our study covered a wide scope-from participation in intellectual endeavors such as reading or attending a speech, to creative endeavors such as dancing and making art, to passive endeavors such as watching cultural programs on television. Due to sample size considerations, we constructed a simple index to measure total involvement in cultural activities in our population. A related limitation is the fact that we used essentially a compositional or otherwise structural construct but measured it at the individual level. Cultural capital may operate differently when measured at the aggregate, structural level than our findings indicate.
Further research is needed to analyze the association between specific types of cultural activities and health status. For example, passive participation in the arts (e.g., attending the theatre) may vary from active participation involving physical activity (e.g., dancing). Also, creative involvement such as drawing may differ from intellectual engagement. Specific types of cultural activities may also evoke explicit psychological or physiological responses, impacting health to varying degrees and perhaps even in qualitatively different ways. To use Bourdieu's words, we focused on the Fvolume_ and not the Fstructure_ of cultural capital. 62 Furthermore, the index was weighed slightly more heavily in the category of watching various cultural television programs, since these questions were based on a point system that allotted up to 2 points for always watching and 0 points for never watching a program. All other questions were based on dichotomous answers (1 for participation and 0 otherwise). Moreover, the time reference for the participation in the various activities varied somewhat. While questions on watching television programs covered the month preceding the survey date, all other activities were asked for the past year owing to their low Fprevalence._
Another main limitation of our study is the cross-sectional design of the survey, restricting our ability to make causal inferences regarding the impact of cultural participation on health outcomes. Thus, we can only claim significant associations between participation in cultural activities and psychosocial health status in our population. Although the study included controls for health risk factors (smoking, chronic disease and health utilization) and questions about the cultural capital items were asked for an earlier reference period than the outcome variables, the direction of causality in this study remained difficult to establish with certainty. Furthermore, there are many other risk factors for self-reported health, but we included only three of them: current smoking, chronic disease, and having reported health problems in the last two months. Other possible confounders such as body mass index and nutritional diet could have been included but were not available in our survey. Also, we only included two empirically unrelated indicators for social capital-group membership and social support-but more could be used to cover other dimensions of this rather contested concept.
Finally, the study took place in three underserved urban communities in greater Beirut with specific socioeconomic and demographic characteristics, and hence, the findings may not be generalized to the population of women in Lebanon or elsewhere. The findings may however be of relevance to women living in similar urban contexts in the Middle East and beyond.
CONCLUSION
To the best of our knowledge, this is the first study investigating the association between cultural capital and self-assessed health status of women living in impoverished urban places. Further in-depth research is needed to better understand the general context and pathways by which cultural capital may enhance physical and mental health in other settings and population groups. Longitudinal studies are also needed to establish whether causality is indeed operating between cultural involvement and morbidity outcomes. Interventions involving cultural programs and the arts may provide highly cost-efficient preventive care to women and other groups living in disadvantaged communities.
